Objective: To study the difference in causes of maternal deaths at two tertiary centers one being rural and the other urban. Methods: A five years retrospective study from January 2001 to December 2005. Results: The maternal mortality ratio has decreased at Eden (6.09 to 2.81/1000 live births) and risen at Bankura (2.68 to 4.18/1000 live births) over the last five years. Most of the deaths were in the age group of 21-30 (65.48% and 60.62%) and unbooked (81.14% and 67.71%) at Eden and Bankura respectively. Greater number of deaths were noted in early puerperium (68.58% vs. 37.79%) and in multigravidas (71.68% vs. 50.78%) at Eden. Sepsis (30.70%) and jaundice (30.08%) were the major causes of death at Bankura and Eden respectively. Death due to toxaemia has gradually decreased. Conclusion: Majority of the deaths are preventable by proper antenatal care, counseling and asepsis practice. Antenatal care and EmOC are complementary to each other in reducing maternal mortality.
Introduction
Maternal mortality is an indicator of the quality of obstetric care in a community directly reflecting the utilization of health care services available 1 . It differs from place to place, country to country and institute to institute reflecting the type of care provided and health status of the region. Maternal mortality has been higher in developing countries than in developed countries. In India the lowest MMR is in Gujarat, 29 per lakh live births, followed by Tamil Nadu, 76 per lakh live births. In West Bengal it is 264 per lakh live births 2 . Over all, the maternal mortality ratio in India is 540 per lakh live births, whereas in the neighboring country like Sri Lanka it is 92 per lakh live births
3
.
Over the last 5-10 years there has not been any noticeable change in the number of maternal deaths despite repeated review of clinical techniques and development of state of the art investigative facilities and operative procedures. Every four minutes we are loosing a pregnant mother.
The current study was aimed at evaluating the spectrum of causes of maternal deaths at two big tertiary care centers one being Bankura Sammilani Medical College and Hospital, Bankura (BSMC) in the district of Bankura and other being Eden Hospital, Kolkata.
Method :
This is a retrospective study of last five years (January 
2001-December 2005)
. The records were collected and analyzed to find out the difference in the causes of maternal death at these two medical colleges one being rural based and the other in a metropolitan city. Table 1 shows that the majority of the deaths were among women of the age group between 21-30 years at Primi-primigravida, Multi-multigravida Table 2 .
Results :
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As shown in Table 3 the maternal mortality ratio has gradually declined from 6.09/1000 live births in 2001 to 2.81/1000 live births in 2005 at Eden, whereas at Bankura it has gradually risen from 2.68 to 4.18/1000 live births. Table 4 shows that deaths due to hemorrhage have remained fairly constant at Eden Hospital over the last five years whereas deaths due to toxemia have gradually decreased. Death due to jaundice has risen significantly as a leading cause at Eden Hospital and the rest were contributed by sepsis, anemia and rupture of uterus.
Sepsis was the major cause of maternal mortality during 2001-2004 at Bankura and deaths due to hemorrhage rose significantly in 2005. Eclampsia was the other major cause of death. Cardiac disease, jaundice, anemia, and rupture uterus were the other contributors.
Discussion :
There has been a gradual decline in the maternal mortality ratio at Eden Hospital over the last five years, whereas at Bankura it has gradually increased, although overall five years maternal mortality ratio was lower at Bankura than at Eden (3.78 vs. 5.76/1000 live births). This difference is due to fairly larger number of deliveries occurring at Bankura than at Eden and more complicated referrals at terminal stages to Eden sometimes even from rural and other tertiary centers besides referrals from primary and district hospitals bypassing secondary referral centers.
The major cause of death at Bankura was sepsis as compared to that at Eden (30.70% vs. 4.42%) whereas at Burdwan Medical College -another rural tertiary hospital -it contributed only 18.17%
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. The difference is due to more number of MTPs by untrained personnel and home deliveries by untrained birth attendants due to lack of affordability and/or delay in seeking specialist advice. There is lack of awareness about contraceptive practice to avoid unwanted pregnancy, as a result more MTPs by local untrained personnel for economic reasons and non-availability of appropriate specialist advice in due time has contributed to increased mortalities at rural centers.
Deaths due to toxemia were almost equal at both the institutions at Eden and Bankura (29.20% vs. 26.37%) as that of Gauhati (29.77%)
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, but lower than Burdwan (50.56%). This difference is attributed to the use of magnesium sulfate for all cases of eclampsia at our institutions vis a vis use of randomly chosen regimen at other centers. Early emergency cesarean sections in toxemia and eclampsia cases done at our centers were the other factors worth mentioning. Jaundice has been the major cause of deaths at Eden (30.08%) as compared to those at Bankura (7.84%), Burdwan (1.84%) and Gauhati (4%). This is due to delayed referrals from different centers especially primary health centers and sometimes also from other tertiary care hospitals at their terminal stage of hepatic failure. There is lack of freely available routine screening of viral hepatitis profile and ITUs at the government institutions for proper monitoring of patients.
Among the other causes anemia was common at different institutions 4.86%, 4.30%, 4.18%, and 12.2% at Eden, Bankura, Burdwan and Gauhati respectively. Better mortality figures among the booked cases at Eden (34.95% vs. 62.20%) points to the obvious sequelae of a programmed antenatal care and timely admission and intervention.
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Conclusion :
Pregnancy and labor are physiological processes but lack of a proper place, skilled hand and timely referral to specialized unit causes mortality. Training in emergency obstetric care has created some awareness among doctors and midwives. The training should percolate among interns, house surgeons, residents and health guides too. Practice and knowledge of basic aseptic techniques is essential at all levels. Testing Kits for hepatitis B and E should be available at all tertiary maternity centers. Routine iron and folic acid supplementation is of proven value. Proper antenatal care, emergency obstetrics care and routine audits for maternal mortalities are needed to decrease the maternal mortality as well as to evaluate the trends of maternal deaths and that will help to develop subsequent policies and protocols to tackle life threatening obstetric emergencies.
